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This is the unit: not only a new multicolor display to sell 
5 oz. bottles of pHisoHex for you, but also 2 of 24 bot- 
tles free! The display carton illustrates the well known 
uses of pHisoHex: for acne, for personal hygiene (de- 
odorizes as it washes), for bathing the baby and for 
removing cosmetics (cleanses better than soap). Back 
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PROGRESS FOR THE PROFESSION 


HE recent action taken by the American Pharmaceutical Asso- 

ciation in changing the qualifications for membership is one of the 
several steps which American pharmacy has needed for a long time. 
We predict that it will be followed by others of equal or greater sig- 
nificance when judged on the basis of their long-range effect on the 
profession. 

The changes in the qualifications for membership now require 
that each future active member of the Association be “a pharmacist,” 
which is defined as one who is either licensed to practice pharmacy 
in any one of the several states or one who has an earned degree in 
pharmacy from an accredited college of pharmacy. The Association 
wisely provided for an associate membership which is open to all 
others who have an interest in advancing the profession and who con- 
tribute in any way to it. This makes it possible for the many scientists, 
engineers, and businessmen who are not themselves pharmacists to 
join the Association and contribute to it in every way. Such associate 
members would have every privilege except the right to vote and hold 
office. They would be privileged to hold office in any of the Sections 
of the Association and would have the privilege of the floor in all 
meetings. 

Re-establishing the American Pharmaceutical Association as the 
professional organization of pharmacists in the United States cannot 
help but develop a sense of professional “togetherness” within Amer- 
ican pharmacy such as is enjoyed by American medicine, dentistry, 
and law. It has been the lack of this feeling which for so long has 
caused pharmacists to engage in all sorts of acrimonious disputes and 
to seek the solution for their professional problems in many diverse 
directions—often with organizations neither capable of comprehending 
the problems, nor contributing to their solution. Some organizations 
which presumably have attempted to represent the profession were by 
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their nature trade organizations and without the background and 
philosophy which professional activities and representation require. 

We are totally unimpressed with the arguments of those who 
opposed this change in membership by the American Pharmaceutical 
Association. In the first place, no-one who has a genuine interest in 
pharmacy is being excluded from membership and neither is anyone 
who is currently an active member having his membership status 
altered or revoked. In the second place, every opportunity will still 
be given those who are not pharmacists to make their wishes, beliefs, 
and recommendations known and fully considered. The argument 
that the American Pharmaceutical Association can no longer embrace 
all avenues of pharmacy is totally unconvincing, as is the allegation 
that this action by the Association represents a “step backwards.” It 
is our contention that, if American pharmacy and the American Phar- 
maceutical Association has indeed been organized and functioning 
properly these many years, then why indeed do we presently suffer 
from so many professional problems which stem directly from poor 
organization and poor communications ? 

While these changes will not in themselves accomplish all of the 
things which American pharmacy needs, it will do much to make 
being a pharmacist a matter of distinction. Our professional organ- 
ization at least will not continue to be one which any person who 
“wants in” can join as an active member. It will indeed from this 
time on be an organization “of, by, and for” pharmacists and not one 
which attempts to serve all of the fringe areas of pharmacy, some 
of which quite frankly we have no reason to be proud of and even 
less reason to defend and support. 

As a final comment, it is probably somewhat expected that our 
two largest trade publications in pharmacy would take an editorial 
position opposed to this change. While we give full credit to the 
efforts of these publications in behalf of pharmacy, the fact remains 
that they are completely subsidized and not under the direct control 
of the profession. Under these circumstances, one would expect them 
to wish all areas of pharmacy on an equal footing, with those profes- 
sionally trained having no special privilege and surely not in complete 
control of their own destiny. It is not our intent or wish to see such 
trade publications discontinued and their editors have every right of 
free expression. We do venture the opinion that it will be a healthy 
thing for American pharmacy when at least some of the publications 
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which pharmacists read are those of their own creation and those 
which they themselves pay for. A profession which has no effective 
way of communicating with its members can hardly hope to achieve 
full professional status. Furthermore, a profession which is influenced 
primarily by a press which it does not control risks the loss of its 
professional identification. We can avoid these and similar hazards 
only by a series of resolute steps, one of which we have already taken. 


L. F. Tice 
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INTERPROFESSIONAL RELATIONS AND 
PROBLEMS * 


By W. Benson Harer, M.D.** 


ORE than three centuries ago, John Donne (1573-1631) said, 
“No man is an island, entire of itself; every man is a piece of 
the continent, a part of the main.” By nature, man is a gregarious 
animal. What was true under the relatively simple social and eco- 
nomic structure of the 17th century is even more valid in the complex 
and rapidly changing social and economic structure of society in the 
20th century. The age of rugged individualism, of self-reliance, of 
complete independence of thought and action is ended. A new era 
of interdependence, of conditioned thought, and of action based on the 
general welfare has been ushered in. It is indeed difficult for one of 
my age and generation to acknowledge this. We accept this philos- 
ophy with great reluctance. However, it is just as futile for us to 
attempt to stem the tide of progress as it was for King Canute to try 
to stem the tides of the ocean. The younger generation, conditioned 
by the philosophy and propaganda of the new deal and the fair deal, 
accept this situation quite easily. Unfortunately, the change from 
absolute independence to total interdependence is not complete. It is 
still in the process of evolution. Consequently, actions of some per- 
sons and some organizations, although claimed to be in the public 
interest, are actually taken for personal benefit, or at most for the 
benefit of a small segment of society. I will have more to say about 
this later in this paper. 

As civilization advances, all phases of our existence become more 
complex. Medical care is a good example of this fact. The provi- 
sion of modern, high quality medical care requires the full cooperation 
of a number of segments of the healing arts—physicians, dentists, 
pharmacists, nurses, hospitals, and others. The frequency with which 
the various groups must participate in patient care varies with the 
nature, severity, and duration of the disease. However, the phar- 


* Presented at the Seminar on Modern Pharmaceutical Practice, Philadel- 
phia College of Pharmacy and Science, June 22, 1960. 

** Associate Professor of Obstetrics and Gynecology, School of Medicine, 
University of Pennsylvania. 
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macist is an important part of the team in nearly all cases. This 
almost invariable association between physicians and pharmacists de- 
mands the most cordial relations and the fullest cooperation possible 
between our two professions. 

No two branches of the healing arts profession are more inter- 
related, more interdependent than medicine and pharmacy. We are, 
and must be, partners. But even as members of the most closely-knit 
family have differences of opinions and conflicts, so do we doctors 
and you pharmacists have problems in our professional relationships. 
I think back to the days when my children were growing up and now 
when my grandchildren are coming along. It seems as though most 
of the day is spent in battling with one another, but just let an out- 
sider do the least harm to one of them. Immediately the ranks close 
and brothers and sisters join forces against the common enemy. I 
like to think the same relationship exists between our professions— 
that it’s all right to differ with one another but that neither doctor 
nor pharmacist will tolerate unwarranted criticism of the other by any 
one else. 

I have been asked to discuss some of our mutual problems, some 
of the actions of both doctors and pharmacists to which the other 
partner objects and some of the measures that should be taken to 
improve our present good interprofessional relations. I propose to 
discuss certain questionable or undesirable activities of both profes- 
sions that have been reported to exist in many areas of our nation. I 
also plan to suggest a few innovations that will improve our profes- 
sions’ public relations. Never before has the general public held 
the medical profession in such low esteem as at the present time. By 
“medical profession” I am not referring to doctors alone but also to 
pharmacists because, in the opinion of the general public, we are both 
“tarred with the same stick.” 

A factor of great importance in the poor public relations standing 
of our professions has been the intrusion of labor unions into the field 
of medical care. It would be both untrue and unjust to blame all our 
problems on labor unions and I make no such accusation. However, 
I do claim that many of our most vexing problems have been either 
created or magnified by organized labor. If any of you present to- 
night think these problems concern doctors only, I believe I can con- 
vince the most skeptical of you that such is not the case. The activities 
of labor unions which have so undermined our economic welfare, have 
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been directed against pharmacists as well as against doctors. Let me 
set the record straight. I am not attacking all unions. I do not object 
to labor unions’ efforts to protect the health of their members nor do 
I object to innovations in the method of provision of medical care 
that are introduced by labor unions. I strenuously object to labor 
leaders meddling in the medical care of non-union people and to 
actions taken by unions that may be beneficial to their members but 
harmful to the general public. I believe some labor leaders are under- 
taking activities in which they have no proper interest and for which 
they have no competency based upon education, training, or experience. 

The medical profession has always proclaimed the welfare of 
patients as its primary and motivating objective. The pharmaceutical 
profession fully subscribes to this principle. The interprofessional 
problems discussed today and the solutions proposed are presented 
with this goal in mind. The welfare of our professions is inseparably 
tied-in with the welfare of patients. 

Most of our interprofessional problems are economic or at least 
have an economic impact on physicians and pharmacists. It is our 
right to safeguard our economic status, provided we do not thereby 
. jeopardize the welfare of patients. Much of the unfavorable reaction 

against our professions has involved the cost of medical care. Let 
us then briefly discuss the part played by doctors and pharmacists 
in the cost of medical care. 

The cost of medical care has risen steadily during the past 20 
years. The 85% increase in medical care costs between 1936 and 
F 1956 is less than the increase in costs of food, personal care, and 
wearing apparel during the same period. The 4.9% increase in 
medical care costs in 1958 over 1957, however, was greater than the 
rise in any other service except transportation. The rising cost of 
medical care has caused great concern to, and resentment by, people 
who have readily accepted the greater rises in other services and com- 
modities. What part have physicians and pharmacists played in the 


i increased cost of medical care? 
The percentage increase in professional income of physicians has 
a been less than that of any other segment of the population during the 


past 10 years. During the past 30 years, the physicians’ share of the 
medical care dollar has steadily declined from a maximum of 32.5 
cents to the present low of 24.5 cents. Drug costs, the pharmacists’ 
share, have remained stationary at 20.5 cents. These statistics, from 
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fully reliable sources, clearly show that doctors and pharmacists cannot 
be held accountable for the great increase in cost of medical care. The 
major factor is hospitalization, a subject we are not discussing today. 
Nevertheless, it is mandatory on both doctors and pharmacists to exert 
every effort to keep the cost of medical care as low as is possible and 
consistent with good medical care. Some of the interprofessional 
problems I propose to discuss today have a direct bearing on the cost 
of medical care. 

The devlopment of sulfa compounds and the discovery, first, 
of penicillin and, later, of the many other potent antibiotics have 
ushered in a new era in treatment. These additions to our medical 
armamentarium are expensive to manufacture. The cost to patients 
is high but the effectiveness of these substances is great. When their 
use is indicated, they greatly improve the prognosis and shorten the 
period of illness and convalescence, thereby markedly reducing the 
economic loss in wages and services. These advantages more than 
compensate for the high unit cost of the drug. Unfortunately, the use 
of these valuable therapeutic agents has been abused. They have been 
used many times in cases in which they cannot have a beneficial effect 
and in which much better results could have been obtained through 
the use of far less expensive U. S. P. preparations. If the waste of 
dollars were the only factor involved in such cases, the matter would 
be of relatively little importance. The great danger arising from the 
unnecessary, excessive, and injudicious use of these drugs lies in their 
biologic effects. Already, they have created a severe imbalance in 
nature between protozoa, bacteria, viruses, and fungi which has re- 
sulted in a much higher incidence of certain diseases in man which 
prove highly resistant to treatment. In addition, these drugs, largely 
through injudicious and unnecessary use, have brought about both 
the development and the preponderance in nature of strains of 
bacteria that are highly resistant to antibiotics that were originally 
highly effective against them. Thus, we are burning our bridges 
behind us. 

The onus of this situation falls largely upon doctors. Many 
physicians fear they will be considered old-fashioned, behind the times, 
even incompetent if they do not use an antibiotic in almost every 
infection. Patients themselves seem to expect this. The clear duty 
of the doctor is to explain the situation to his patient and to have the 
conviction and courage to abstain from the use of these substances 
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when not needed. When these drugs are indicated, the physician 
should write for the minimum number of doses he believes will be 
effective. This will reduce both cost and waste. Additional material 
can always be obtained when needed. 

The pharmacist can be of great help to doctors in such matters. 
Many patients discuss the action of drugs prescribed with the phar- 
macist when he fills the prescription. Under such circumstances, the 
pharmacist can support the doctor by verifying the lack of need for 
and dangers from antibiotics and the therapeutic value and lower cost 
of standard U. S. P. preparations or the doctor’s own formula. 

The keen competition between pharmaceutical companies has 
created problems for the pharmacist. Doctors have magnified these 
problems. As soon as a new product of therapeutic value is intro- 
duced into medical practice by one drug firm, all the competing firms 
institute a frantic research program to synthesize a compound of 
closely related chemical composition but with greater potency and 
reduced toxicity. To the extent that these desirable properties are 
realized, such efforts are valuable and necessary to therapeutic im- 
provement. All too frequently, however, the end result is merely a 
large number of very closely related chemical compounds all produc- 
ing essentially the same effects and sold under different trade names 
and at widely varying prices. The acceptance of these drugs by 
individual doctors depends more upon the carefully memorized spiel 
and the personality of the detail man, than upon their own merits. In 
order to meet the frequently changing preferences of the individual 
doctors in his vicinity, pharmacists must stock many different brands 
of essentially the same preparation. This loads his shelves with slow 
moving items, increases his capital outlay, and his cost of doing 
business, all of which are reflected in higher prices to the pur- 
chaser. I often wonder how the average pharmacist can stock the 
vast number of items he may occasionally have prescribed. A U.S. P. 
equivalent exists for many of the widely advertised proprietary 
preparations. In many instances the U. S. P. preparation is every bit 
as good and considerably cheaper. Physicians can materially assist 
their pharmacist and their patient by prescribing more U. S. P. 
preparations and by using only one brand of other preparations. 

Due to general economic conditions, there are very few strictly 
prescription pharmacies in existence today. Most drug stores might 
almost qualify as small department stores. In fact, in the larger 
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cities, we find units of chain stores that are called drug stores but are, 
in reality, department stores. These stores have a registered phar- 
macist on duty during all business hours. I have found a low degree 
of public confidence in the prescription business of such stores, al- 
though I believe such an attitude is unjustified. Nevertheless, both 
in chain stores and in individually owned stores, people tend to rate 
the prescription business in direct ratio to its proportion of the total 
business. The many items sold in drug stores are necessary as income 
producing sources but I am sure that a man who has spent years of 
study in pharmacy college gets personal satisfaction only from his 
prescription work. In a one-man store, these two businesses often 
conflict. To establish and maintain a high reputation as a pharmacist, 
a person must show clearly that his greatest interest lies in prescrip- 
tion work rather than in general merchandising. Doctors can and 
should help in this respect by extolling the abilities of the pharmacist. 

Unusually expensive prescriptions afford another opportunity for 
better relationships between doctors and pharmacists. Although a 
doctor cannot be expected to know the exact price of a drug he 
prescribes, he should have some idea of what would constitute a fair 
‘retail price. When a prescription is written that will cost more than 
the average amount, a doctor should inform his patient of this fact. 
In no case should he quote a definite, specific price but, in fairness to 
the patient and to the pharmacist, the patient should be told that the 
drug will be expensive. If the patient needs to know the exact cost, 
the doctor should phone the pharmacist of the patient’s choice, and 
have him quote the price. This procedure protects all concerned and 
eliminates the possibility of a patient accusing the pharmacist of over- 
charging. 

In connection with prescribing by phone, I believe this should be 
done only in emergency or as a matter of great convenience. I also 
believe it is better to have the patient ask the pharmacist to phone me 
rather than for me to phone the pharmacist. The former procedure 
insures free-choice of pharmacist by the patient and makes the phar- 
macist more certain that he is actually talking to the doctor. This is 
particularly important in cases in which the druggist is asked to dis- 
pense a narcotic, in emergency, without a written prescription. In 
such cases, the doctor is morally and legally bound to send a covering 
prescription to the pharmacist without delay. More than one highly 
ethical pharmacist has gotten into diffculty with the narcotics division 
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of the Internal Revenue Service by being a good fellow and supplying 
narcotics on the promise by the doctor of a covering prescription 
which is never sent. 

I just mentioned free-choice of pharmacist by patients. This 
brings me to the discussion of certain “tie in” practices between physi- 
cians and pharmacists in various parts of the nation. There are many 
variations in these arrangements but all have either the purpose or 
effect of channelling patients to a specific pharmacist to the exclusion 
of all others. 

In the past, but less frequently at present, it was the practice of 
many pharmacists to supply free prescription forms imprinted with 
the doctor’s name, address, and office hours and the pharmacist’s name 
and address. Although it implied that the prescription should be 
taken to the designated pharmacy, this arrangement did not prevent 
the exercise of free-choice by the patient. Other practices were of a 
much more restrictive nature. 

In one area of the state, a county medical society was called on to 
investigate a charge that certain doctors had entered into an arrange- 
ment with a pharmacist through which the pharmacist paid the doc- 
tor’s telephone bills including a direct line from the doctor's office to 
the pharmacy and in addition gave the doctor a specified percentage 
of the cost of all prescriptions filled. Such an arrangement is un- 
ethical and not in the best interests of patients or the medical and 
pharmaceutical professions. Rebates in any form or under any guise 
are unethical and indefensible and have been so declared by the Judi- 
cial Council of the A. M. A. I’m sure many of you remember the 
furor and nation-wide adverse publicity a few years ago that followed 
an investigation of rebates by optical companies to ophthalmologists 
in the sale of eyeglasses. You may also remember that through 
Federal court action, confirmed by the U. S. Supreme Court, this 
practice was stopped. Rebates from pharmacists to doctors are in 
exactly the same category. In such cases, patients are exploited by 
both professions since it is an obvious and irrefutable fact that the 
amount of the rebate is added to the cost of the prescription or at least 
the cost to the patient would be lower in the absence of such a rebate. 
The responsibility for this situation falls equally upon those members 
of the medical and pharmaceutical professions who join in such prac- 
tices. Both professions must take prompt action to stop such con- 
spiracies and to prevent their recurrence. 
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Another form of “tie-in’’ between physicians and pharmacists 
came to my attention a few years ago. In this case, a doctor filed a 
number of private formulas with a pharmacist in his neighborhood. 
He then wrote prescriptions for these formulas by using a code num- 
ber. Under these conditions a patient was forced to take the prescrip- 
tion to that one pharmacy and neither the patient nor other doctors 
were able to get a copy of the actual prescription or even of the in- 
gredients in it. This situation led to some unfortunate medical results, 
to poor patient-physician relations, and to a great deal of acrimonious 
debate in the county medical society before it was finally stopped. 

All efforts, of any sort, designed to channel patients exclusively 
to one pharmacy are undesirable and should be stopped. Such actions 
are diametrically opposed to organized medicine’s reiterated policy of 
freedom of choice. The medical profession is battling valiantly against 
restriction or elimination of free-choice by third parties. If we hope to 
retain this right for doctors, we cannot ourselves impose limitations or 
restrictions of free-choice on our patients. 

It is a part of human nature to be more favorably impressed by 
some people than by others. Based upon professional evaluation, 
personality, and personal friendship, most doctors have favorites in the 
pharmaceutical profession. There is nothing wrong, undesirable, or 
unethical in a doctor recommending a specific pharmacist to his 
patients provided he merely recommends and makes no attempt to 
coerce his patients into patronizing that pharmacist. In all cases, the 
final decision must be left to the patient. 

In some cases, doctors either completely own or hold a substantial 
financial interest in drug stores. The pharmaceutical profession is 
unhappy about such cases. Doctors have every legal right to invest 
in such enterprises. The effects of such business ventures by doctors 
on the relations between the medical and pharmaceutical professions 
in these localities may be very undesirable. Certainly a doctor who 
has a large practice and many close friends in the medical profession 
would hold a great advantage over the proprietors of other drug stores 
in that neighborhood. Pharmacists consider such an advantage unfair 
competition. 

I would like to discuss briefly another opportunity for improved 


interprofessional relations between physicians and pharmacists. This 
is the matter of technical cooperation between the two professions. 
All medical students study prescription writing and formula com- 
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pounding. They therefore learn about incompatibilities and danger- 
ous chemical reactions between certain ingredients. Unfortunately, 
after years of practice, many of these facts are forgotten. In other 
cases, in the hectic pressure of a very busy office hour or some 
emergency, a doctor may quite accidentally write an incompatible 
prescription or order an improper dose of a potent drug. It is an 
accepted responsibility of the pharmacist to detect such errors and to 
call the physician to discuss the matter and correct the mistake. Quite 
recently, | wrote a prescription while under considerable pressure. 
About a half hour later, a pharmacist phoned me and asked whether 
“Amidox” were a new drug. Of course, I had meant to prescribe 
Diamox but in my haste I had transposed the letters. When such 
cases are handled tactfully, doctors greatly appreciate this service 
and a closer relationship is established between the pharmacist and 
the physician. Such vigilance on the part of pharmacists has pre- 
vented countless medical catastrophies and many malpractice suits 
against doctors. 

Refilling of prescriptions is another subject I will discuss tonight. 
Some doctors have their prescription blanks imprinted “This prescrip- 
tion is not to be refilled or copy given.” Practically all pharmacists 
honor this directive. The absence of such instructions, however, does 
not imply that the prescription should or may be refilled. In fact, it 
is now illegai to refill prescriptions for many drugs without the knowl- 
edge and consent of the prescribing doctor. Good interprofessional 
relations and common courtesy demand that the pharmacist obtain 
permission from the doctor before any prescription is refilled. Refill- 
ing a prescription without such permission might involve serious con- 
sequences to the patient for which the pharmacist could be held legally 
responsible. 

My last point of discussion deals with office dispensing by doctors 
and counter prescribing and dispensing by pharmacists. The extent 
of this practice seems to be about equal in the two professions. Both 


professions condemn the practice on the part of the other, with equal 
vehemence. The total elimination of such dispensing by both groups 
is desirable and would be in the best interests of the public and our two 
professions. It appears probable that neither doctors nor pharmacists 
would suffer economic loss by the total elimination of dispensing, and 
interprofessional relations would be greatly improved. 
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The subjects I have discussed tonight indicate that I believe 
medicine and pharmacy should be complementary, not competitive. 
Both doctors and pharmacists have specific fields of competence and 
activity. Neither should encroach on the territory of the other. 

In my discourse I have presented nothing new to any of you. 
Indeed it would be impossible to discuss any frequently recurring 
problem of our professions that is not well known to most of our 
members. But just as physicians take refresher courses in medicine 
and pharmacists take periodic inventory of their stock, so it is neces- 
sary, desirable, and valuable for our two professions to review our 
interprofessional problems at frequent intervals. Serious considera- 
tion of these problems may lead to their solution before irreparable 
harm is done. 

The problems I identified as having occurred in other areas, 
actually existed. If, perchance, similar conditions exist in your 
locality, they merely add validity to my belief that these conditions 
plague our professions everywhere. 

The great pressure being put on the healing arts profession 
today makes mutual assistance and completely harmonious relations 
between the medical and the pharmaceutical professions of vital im- 
portance to our public relations standing, our economic welfare, and 
our very existence. 

Let us now turn our attention, very briefly, to a few suggestions 
for improvement in public relations. The general public expects pro- 
fessional men to exhibit an interest in community affairs. The ac- 
ceptance and proper execution of civic responsibilities are duties that 
are expected from the better educated and higher economic-level por- 
tion of the population. Pharmacists are in this group. I believe noth- 
ing will pay higher dividends in good public relations, personal satis- 
faction, and personal advancement than active participation in civic 
activities. Membership in a service club, although desirable, does not 
meet these responsibilities. The professional man must become iden- 
tified with at least one activity that is not directly connected with his 
own daily work. Almost unlimited opportunities are available : volun- 
tary health agencies, community chest or United Fund drives, Health 
and Welfare Councils, School Boards, Boards of Health, Y. M. C. A.’s, 
Civic Forums, and others too numerious to mention. But let me give 
one piece of advice. Don’t spread yourself too thin. Do a good job 
or don’t join. The quality of your performance will be watched by 
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Your name on the letterhead of an organization is of 
little value ; your active participation in the affairs of the organization 
is what counts. 


many people. 


Pharmacists are in a uniquely favorable position as compared with 
other professions in building good public relations. Your store can 
become a source of reliable information on public health matters. 1 
suggest you take every opportunity to exhibit health posters, distribute 
health pamphlets supplied by voluntary health agencies, and discuss 
public health matters with your customers. In smaller communities, 
you can, with the cooperation of doctors, establish a poison control 
center where practicing physicians and patients can get prompt advice 
on the best antidote to use in accidental poisoning. I believe your 
training makes you eminently well qualified to provide such a service. 
But again I must caution you not to exceed your professional capabili- 
ties. Give advice to meet the emergency only and urge the patient 
to seek prompt medical care in all cases. 

‘scratched the surface’ with respect to your 


I haven't even 
ability to build good public relations but I can sum up the subject in 
a few words, “Be a good citizen.” 

Earlier in my discourse tonight, I mentioned actions by labor 
unions that pose a serious threat to the economic welfare and the 
traditional freedom of action of members of the medical and phar- 
maceutical professions. I have no intention of subjecting you to a 
recitation of organized medicine’s problems with third parties. How- 
ever, if you will bear with me a few minutes longer, I will give you 
information on some of the most recent activities of labor unions that 
directly affect pharmacists. 

Prepayment medical care plans originated prior to 1900. The 
I. L. G. W. U. established the first union health center in New City 
in 1913. In 1957, the Commission on Medical Care Plans of the 
A. M. A. studied 246 miscellaneous and unclassified plans. Addi- 
tional plans have been established since that time. The services pro- 
vided by these plans vary in scope from diagnostic procedures to com- 
prehensive medical care. Many of these plans provide drugs, free or 
at cost, to their benficiaries. Tonight, we will confine our remarks to 
such plans. 

Health and Welfare Newsletter for union officers and staff, Vol. 
IX, No. 3, March 1960, contains the following information : 
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“In its nine years of operation the Hotel Trades Council Health 
Center has filled 255,733 prescriptions written by center doctors for 
center patients. The charge is no more than $2.00. The pharmacy 
fills about 3,000 prescriptions a month, a rate that is steadily increas- 
ing. The center provides direct service care for about 33,500 hotel 
workers.” Vol. IX, No. 4, April-May 1960 issue of this newsletter 
states, “The center pharmacy filled 37,513 prescriptions last year, a 
new high.” 

I'll let you pharmacists tell me how many privately owned drug 
stores have been put out of business in one city by one relatively small 
union. Now multiply this number by the many medical care plans 
which provide drugs for their millions of beneficiaries and you begin 
to comprehend the full economic effect of such plans on the profession 
of pharmacy. 

About 5 years ago, an eye care center sponsored by labor unions 
was opened in Bristol, Pa. Its stated objective was to provide eye 
examinations and eye-glasses for union members and their dependents. 
It has since expanded its scope of activities and now provides office 
medical and surgical treatments by osteopaths, and drugs. Recently, 
another similar center was opened in Quakertown and at least 3 more 
are in various stages of development in other parts of the State. 

As this paper is being written, a Bill is before the legislature in 
New York State which, if enacted into law, will permit the establish- 
ment of Syracuse Health Services, Inc., a membership non-stock cor- 
poration, in Onondaga, Cayuga, Madison, and Cortland Counties. 

This Bill is so typical of organized labor’s “grab for power” and 
its implications for the healing arts professions are so important that 
I ask your indulgence to permit me to comment on it at some length. 

I will first quote from the text of an article by Luther E. Bliven, 
staff correspondent, which appeared in the Syracuse Post-Standard, 
issue of February 1, 1960. “Albany—Syracuse labor unions plan to 
establish a health center in Syracuse. 


“Initially it will be a clinic and offer minor treatment, medical, 
surgical and optical examinations and diagnostic services to ambu- 
latory patients. 

“Eventually the clinic would revolve around a full-fledged 200 to 
300-bed hospital. 

“Edwin FE. Kauffman, Clarence Higgins, Peter Whitcher, Gilbert 
Lavallee and Joseph Cosentino are named in the bill as those who 
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would form the corporation and would be the organization's first board 
of directors. They are all certified Syracuse area labor leaders. 

“Syracuse Health Services, Inc., would be authorized under the 
legislation to ‘establish and maintain a health center where medical, 
surgical, optical examinations and diagnostic services’ would be fur- 
nished to ‘ambulatory patients all through duly licensed physicians.’ 

“It would also provide service to ‘families of union members and 
to employees covered by collective bargaining agreements between 
such unions and their employers or to associations of employers and 
families of such employers and other persons.’ 

“Inclusion of employers and ‘other persons’ is to permit eventual 
expansion of the health center to serve the public at large. 

“The legislation permits the center to establish and maintain an 
emergency first aid center stipulating, however, there must be treat- 
ment in emergencies only and no follow up or continuous treatment. 

“The center, would be staffed around the clock by full-fledged 
doctors and nurses. It is planned to provide a pharmacy where ex- 
pensive drugs would be available at cheaper than prevailing prices. 

“Main aim, is to provide cheaper medical care, to union members 
and to the participating public at large. 

“The establishment of the center would eliminate some costly 
office calls by patients. The center would not provide home visit serv- 
ice nor major medical care. 

“Great emphasis would be placed on preventative medicine, and a 
big feature of the clinic would be the maintenance of a complete card 
index on a person's physicial condition and ailments. 

“Union members who used the clinic, would, if anything was seri- 
ously wrong, go to their own doctor and arrange for further treatment. 
The clinic, however, would have diagnosed what was wrong and 
saved the patient money in that respect.” 

Let me here make a few comments of my own. Few non-clinic 
doctors would be willing to undertake the treatment of a patient based 
upon a diagnosis so made. For his own legal protection and the 


protection of the patient, a non-clinic physician would repeat much of 
the diagnostic work performed by the clinic, thereby defeating the 
purpose of the clinic to provide “cheaper medical care.” 
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Physicians in private practice would resent the loss of office prac- 
tice and would be unwilling to make house calls on/y on patients who 
are members of the clinic. The proposed clinic would greatly disturb 
existing patient-doctor relationships, to the great detriment of both. 

Now let me quote from the comments of a M. S. S. N. Y. Legis- 
lative Analyst. 

“The bill is unusual in two respects : 

“Previous incorporating bills generally have confined their benefits 
to members of a particular union, their families and persons covered 
by collective bargaining agreements of the union and their families. 
This bill does not limit itself to any particular union, This bill jumps 
the bounds of union purposes altogether and provides that the center 
may provide services to ‘other persons,’ in other words, the public 
at large. 


“There must be some bounds to legitimate union activity. If any 
other organizing group wanted to establish a hospital or infirmary, 
they would have to do it under a general law, and before they could 
get their application for incorporation approved by the social welfare 
department they would have to demonstrate the adequacy of their 
plan, the need for the facility which they propose and a broad public 
interest and participation in the management and use of the facility. 
3oth the Social Welfare and the Insurance Departments recognize 
check must be maintained on the number of health plans and facilities 
which are organized lest reduplication of facilities jeopardizes the 
solvency of all the plans and facilities and throws medical care facili- 
ties out of balance. It is one thing when a local of a union wants to 
develop a facility for its own members. In most such cases, the 


proportion of the general population affected by the existence of such 


a center is small, the consumers of the services have a peculiar rela- 
tionship with those arranging the services, and, generally speaking, 
such centers have a fairly modest effect on the general pattern of 
medical care. 

“Conversely, bills such as the Hughes-Brown bill would place 
labor unions in a position to dominate medical care within a com- 
munity. The growth of their facilities would be at the expense of 
facilities maintained by management more representative of the public 
generally. Existing union health centers do not have the power to 
contract to provide services in the usual sense. They are the recipients 
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of certain welfare funds which are to be applied for their corporate 
purposes. 

“Syracuse Health Services, Inc., not being identified with a par- 
ticular beneficiary group at the outset, would have to reach out for 
business and take on some of the characteristics of a health insurance 
plan.” 


I have cited three of many actions of labor unions in connection 
with medical care programs. But just these three should be sufficient 
to alert all of you to the dangers your profession (pharmacy) faces 
from encroachment of unions into the field of medical care. 

The ultimate aim of labor unions is to secure fully comprehensive 
medical care for all union members and their dependents with the total 
cost borne by employers, and all tax exempt. If this goal is attained, 
other segments of the population will demand medical care with no 
monetary outlay by individual patients. Socialized medicine will be 
inevitable. Demands for other services at federal expense will follow 
in rapid succession. The ultimate result will be socialism. 

Ladies and gentlemen, our country has already moved farther 
along the road to socialism than is realized by most people. The heal- 
ing arts professions are among the few remaining bulwarks of inde- 
pendence. It is, therefore, quite understandable that we should be the 
target for attacks by those who seek to transform our democracy into 
a socialist nation. In this process, one of the tragic results will be the 
wrecking of the finest system of medical care the world has ever 
known. We must unite to resist this by every legal means at our 
command. As sage old Ben Franklin said at the signing of the Decla- 
ration of Independence, July 4, 1776, “We must all hang together or 
assuredly, we shall all hang separately.” 
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MAGNESIA MAGMA IN SILICONE COATED BOTTLES 
By R. M. McKeever * and William B. Swafford ** 


HE reactivity of Magnesia Magma, U. S. P. (Milk of Magnesia) 

with the glass containers in which it is stored has presented a 
problem for commercial manufacturers of this product since its 
existence. Likewise, the many hospital pharmacies that produce their 
own supply of this product experience this storage difficulty. Such 
reactivity has been accredited to the alkalinity of the magma, par- 
ticularly when long periods of time elapse between its manufacture 
and actual consumption. 

To retard the reaction, addition of one-tenth per cent of citric 
acid to the official preparation is authorized (1) and is used by many 
manufacturers to great advantage. While this inhibits the reaction 
to a large degree, it fails to arrest it entirely, and considerable “pock- 
ing” is often noticeable on the inside walls of many of the bottles 
that contain this preparation. Though the products of the reaction 
of the glass with the magma apparently hinder the effectiveness of the 
magma in no way, the resulting scored or etched walls do contribute 
greatly to poor drainage, an already prominent characteristic of 
viscous preparations such as Magnesia Magma. This results in an 
even greater percentage of material wasted and left unconsumed in 
each bottle used. 

Some glass manufacturing firms that furnish packaging bottles 
for the makers of Milk of Magnesia have experimented with varying 
methods of manufacture of the materials that comprise these bottles 
but, as a whole, the final products, though quite resistant to the 
alkalinity of the magma (2), prove to be too expensive for use in 
the production and storage of Milk of Magnesia (3). 

Because of the foregoing, it is suggested that silicones, due to 
their relative chemical inertness, be used to coat the inside of con- 
tainers intended for marketing and storage of Magnesia Magma. 
Alkaline solutions of pH 10 and above are used to remove silicone 
coatings from metal and glass surfaces (4) and, since the pH of 
Magnesia Magma is somewhat lower (about 8), such coatings might 
withstand this degree of alkalinity without decomposition. 


* Pharmacy Student, College of Pharmacy, University of Tennessee. 
** Assistant Professor of Pharmacy, College of Pharmacy, University of 
Tennessee. 
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Available for experimental purposes was Dow Corning 804 
Resin, a product of the Dow Corning Corporation, Midland, Michigan, 
containing sixty per cent solids, and intended for application to 
various surfaces to give a hard, colorless, water-repellant, non-reactive 
coating. This material was diluted to a five per cent solid content 
preparation, using carbon tetrachloride as a diluent.1_ Five ordinary 
glass bottles of different sizes were each filled to overflowing with 
the five per cent silicone material, drained slowly, and heated in an 
oven at 250°F. for forty-five minutes to facilitate complete drying. 
Each bottle was calibrated twice for maximum capacity by use of a 
buret, using water as a standard, and the amount for each recorded. 
Three of the bottles were filled with commercially prepared Milk of 
Magnesia, each containing a product of a different manufacturing 
firm. The pH of each brand was determined and found to vary only 
slightly.2 Since alkalinity is the apparent factor in the decomposition 
of silicone products, two solutions of sodium hydroxide were prepared 
—one with a pH value of nine, the other pH ten—and placed in bottles 
four and five respectively for comparison of results using a range of 
pH values. A sixth, uncoated bottle was calibrated for volume and 
filled with Magnesia Magma to be used as a “control.” These test 
hottles were capped tightly and set aside for a period of thirty days; 
then, they were drained, rinsed, dried by heat, cooled to room tem- 
perature, and recalibrated for maximum capacity. 

The results of this experiment are tabulated for easy comparison.” 
Attention is invited to the unchanged volumes of the silicone-coated 
bottles after thirty days of contact with Magnesia Magma (bottles 1, 
2, and 3) compared with the increased volumes of those silicone- 
coated bottles containing material of a higher pH (bottles 4 and 5). 
The increase of the latter two was ascertained as resulting from loss 
of space occupied by the coating through its deterioration by the 
alkaline solutions. Confirmation was obtained by treating one milli- 
liter of the material used for coating, with a few drops of ten per cent 
sodium hydroxide, yielding a precipitate that coincided with that 
found settled in bottles four and five at the end of the setting period. 

From the tests and results herein, it appears entirely possible that 


silicone coatings may prove beneficial as an economical means of 
retarding or eliminating undesirable reactions between Magnesia 
Magma and the walls of the containers in which it is presently 


? Manufacturers’ recommendations call for a 1 to 2% solution (5). 


2See Table I. 
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packaged. Before definite, conclusive results can be obtained, tests 
similar to these should be carried out using longer setting periods, 
since storage periods of a year or more are not uncommon between 
the production and actual consumption of this particular preparation. 
In addition, other silicone compounds should be tested for greater 
effectiveness toward the desired goal. 

Although this experiment was not conducted for the purpose of 
recording the degree of drainage of viscous materials from silicone- 
coated containers, it is deemed appropriate and worthwhile to mention 
that a much quicker, and more complete draining was observed for 
those bottles coated with the silicone material than the uncoated, 
“control” bottles. This observation coincides with results published 
previously on the effectiveness of drainage from silicone-coated labora- 
tory ware (6). 

TABLE I 
Test Calibrated Calibrated 


Bottle Alkali PH of Volume After Volume After Miscellaneous 
No. Used Alkali Coating 30 Days 


1 Magnesia 7.8 251.69 ml. 251.69 ml. 
Magma No visible change 
Magnesia 7.9 190.93 ml. 190.93 ml. in appearance of 
Magma coating after the 
Magnesia 78 (37254mi. 37254mi, | *tting period 
Magma 
Sodium 9.0 190.07 ml. 190.47 ml. . 
Hydroxide 

cipitate aiter set- 

Paitotide 10.0 191.02 ml. 191.63 ml. ting period 

61 Magnesia 7.8 251.42 ml. 251.44 ml. 
Magma 


1 No coating, control bottle. 
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PRIMARY ATYPICAL PNEUMONIA 
By Louis Gershenfeld * 


Historical Data 


RIMARY atypical pneumonia (PAP) is an acute self-limited 

disease of the lower respiratory tract, characterized by variable 
but usually vague constitutional symptoms, fever, headache, malaise, 
sore throat, cough, and pulmonary infiltration, most readily demon- 
strated by roentgenogram (1). Until recently, it was not clear 
whether this seeming clinical entity was or was not of diverse etiology 
(2). PAP was differentiated from bacterial pneumonia during the late 
1930's and early 1940's. The diagnosis and differentiation of this dis- 
“ase as a new entity were aided by the effectiveness of the sulfonamide 
drugs and penicillin and other antibiotics in bacterial pneumonia and 
the lack of the effectiveness of these compounds against this viral 
disease. More recent studies, however, suggest that broad spectrum 
antibiotics are somewhat effective against the latter (3). In 1942, the 
War Department officially designated this disease as “primary atypical 
pneumonia” and, in 1944, the Commission on Respiratory Diseases 
began to study this infection. 

During the Second World War, atypical pneumonia was the 
major respiratory disease apart from the so-called “common respira- 
tory diseases.” It was present in all areas in significant numbers and 
accounted for a large share of the total morbidity from respiratory 
disease (4). There appears to be a higher incidence of PAP during 
the colder months when all respiratory diseases are usually more 
prevalent, but sharp outbreaks did occur during the warm months 
as well. The number of hospital admissions for PAP from 1942-1945 
was almost as high as the admissions for all other types of pneumonia. 
Between 1943-1946, the Commission on Acute Respiratory Diseases 
conducted studies on human volunteers among conscientious objectors. 
The disease was successfully transmitted to humans by inoculation 
with bacteria-free filtrates of respiratory secretions, which had been 
collected from patients with atypical pneumonia. They were unable 
to isolate or identify the infectious agent. However, the former 


accomplishment alone lends strong support to the widely held theory 
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Laboratory Studies 


Most attempts by different workers to isolate the virus or viruses 
related to PAP have been unsuccessful. The lack of virological 
techniques may have been responsible for these failures. Eaton et al. 
(6) reported the production of atypical pneumonia lesions in cotton 
rats and hamsters following primary intranasal inoculation of sputa 
and lung tissue. On serial passage, the lesions either disappeared or 
apparently were replaced by lesions due to contaminating or latent 
viruses. The inoculation of chick embryos amniotically with filtered 
sputum failed to produce any evidence of infection, but lesions could 
be induced in cotton rats and hamsters inoculated intranasally with 
infected chick embryo tissue. The agent responsible could be main- 
tained on repeated passage in chick embryos. 

Chien Liu (7), utilizing the fluorescent antibody technique, re- 
ported the transmission of infection to the chick embryo. Seven 
strains of PAP virus were isolated from sputa or nasopharyngeal 
washings of patients during the acute stage of PAP infection. The 
original Eaton strain of 1944 was also re-isolated by the fluorescent 
antibody method. 

Clinical Investigations 


Liu et al. (8) in 1959 demonstrated that measurable antibody 
titers developed about three weeks after the initial illness. These 
antibody levels started to decline within four to six months after 
illness. At twelve to eighteen months post illness, the antibodies were 
four-fold less than their peak titers but were demonstrable in all sera. 
It was also shown that, in most instances, the rise of antibody tested 
by the cotton rat neutralization test and by the fluorescent technique 
parallel each other. Serological studies on three groups of humans 
suspected of having had PAP virus showed four-fold antibody rises 
by the fluorescent method in seventy to ninety per cent of the indi- 
viduals in the groups. Laboratory studies indicated that PAP virus 
does not cross-react with human or rabbit sera, known to contain 
antibodies against psittacosis, Q-fever, influenza A, influenza B, 
adenovirus types 1 to 6 or pneumonia virus of mice. Neither the 


cold hemaglutinin which agglutinates homologous or type O human 
red cells at 4°C. but not at 37°C. nor the agglutinins for the MG 
strain of the non-hemolytic streptococcus (older diagnostic tests for 
PAP) were found to be related antigenically to the specific PAP 


antibody. 
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Following the studies of Liu, Channock et al. (9) investigated 
the incidence of infection with the Eaton (PAP) agent in lower 
respiratory tract illness in children. The serologic evidence was 
obtained by measuring the antibody rise in acute and convalescent 
phase sera by the use of the indirect fluorescent-antibody technique. 
The fluorescent-antibody findings suggested that infection with the 
Eaton agent or an antigenically related agent was associated with 
approximately ten per cent of lower respiratory tract illness over a 
period of sixteen months in the Washington, D. C. area. Illnesses 
associated with the development of antibody to the Eaton agent 
occurred in a sporadic fashion and were detected during ten of the 
sixteen months of the study period. These results were not limited to 
the winter months, but were found to an equal degree during the 
summer. These findings suggest that the agent (or possibly agents) 
stimulating the development of antibody to the Eaton agent may play 
a part in a considerable proportion of the previous etiologically un- 
diagnosed illnesses of the lower respiratory tract, especially in the 
pediatric age group, which comprise many of the cases designated as 
primary atypical pneumonia. 

It may well be that many cases of primary atypical pneumonia 
may remain undifferentiated to the medical practitioner, and for him 
the value of a correct etiologic diagnosis in individual cases is 
problematic. However, to the epidemologist, the microbiologist, and 
other interested scientists, this rather paradoxical situation of not 
being able to differentiate the various acute respiratory diseases is 
rapidly disappearing. The result will mean better measures for the 
prevention of these diseases which frequently involve large numbers 
of people in a community and, though the cases are mild and the 
mortality low or even insignificant, the resultant economic loss is 
frequently great. 
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COMBINATION CHEMOTHERAPY IN ACUTE 
LEUKEMIA: FOLIC ACID ANTAGONISTS 
AND CORTICOSTEROIDS 


By John R. Sampey * 


OLIC acid antagonists and adrenal steroids have been the two 

most frequently employed chemotherapeutic agents in the manage- 
ment of acute leukemia (41). Combination chemotherapy with these 
two classes of antileukemic drugs offers the possibility of synergistic 
effects, and the delay of drug resistance which inevitably appears in 
the treatment of human malignant growths (45). It seemed desirable, 
therefore, to undertake a systematic search of the literature on the 
clinical use of these agents to determine to what extent their combina- 
tion induced remissions and prolonged life in patients with acute 
leukemia. The possibility of increased toxicity through combination 
chemotherapy has been kept in mind in this review of more than 
two score clinical studies published within the last decade. 

In 1954, Farber and associates (13) studied 48 patients with 
acute leukemia who were given folic acid antagonists (FAA) and 
cortisone or ACTH as the initial treatment; they reported that 29 
had an important degree of improvement without infection, while 
four were improved with infection present. In 14 of 49 children 
who had complete remissions due to FAA alone, the relapse which 
occurred was promptly changed to remissions by the use of cortisone 
or ACTH; in 27 who had marked improvement on FAA, 15 were 
once more improved by the use of steroid hormones, following 
relapse. 

Aguirre et al. (1) employed a combination of FAA and cortisone 
to induce eight complete remissions and 10 partial in 24 children 
with acute leukemia. On antifolics alone, they recorded two complete 
and three partial responses in seven cases. 

Foght-Nielsen et al. (15) studied several combinations of FAA 
and/or ACTH. Seven children on aminopterin alone had an average 
survival of 6.1 months, while 15 on ACTH plus FAA had an 
average survival of 8.0 months. Combined treatments were given 
11 times, ACTH alone 27, and FAA alone three times, resulting in 
seven, twenty, and one remissions, respectively. 


* Furman University, Greenville, South Carolina. 
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Kelty and Beard (21) treated 20 children with acute lympho- 
cytic leukemia with alternate doses of FAA and ACTH /cortisone; 
they noted eight remissions, all temporary, and only one complete. 

Rundles et al. (40) administered FAA and ACTH to 20 patients, 
and they observed four complete remissions and 10 significantly 
improved. Magnin et al. (28) secured brief improvement in seven 
of 12 patients with acute leukemia who were administered aminop- 
terin, but only one had a complete clinical and hematological remis- 
sion for four months; on combination FAA and cortisone, they 
recorded eight good clinical and hematological responses in 17 
patients, with six lasting for six months or longer. 

Bethell et al. (3) formulated an acute leukemic therapeutic 
index (ALTI) to evaluate several methods of controlling the disease: 
their results showed that a combination of FAA and steroids gave 
an index of 1.53 for 17 patients, which was better than that for FAA 
alone (1.50), or steroids only (1.05), but not as good as that for 
6-mercaptopurine (6-MP) alone (1.56), or 6-MP plus steroids 
(1.78). In an earlier study, Bethell (2) concluded that 6-MP alone 
and FAA alone or in combination with adrenal hormones are about 
equal in therapeutic value in acute leukemia. 

Leikin et al. (24) reported that 17 patients on antifolics alone 
had an average survival of 19 weeks, while 10 on FAA plus ACTH 
averaged 36.2 weeks. Lightwood et al. (25) observed 18 complete 
and eight partial remissions in 35 children with acute leukemia who 
received corticosteroid therapy alone; 14 children on aminopterin 
alone had two complete and three partial remissions ; partial responses 
were induced in six of 10 children administered a combination of FAA 
and steroids. 

Malaguzzi-Valeri (30) used several combinations of chemicals in 
the management of acute leukemia in 16 children: one case on 
cortisone, ACTH, and urethan had a clinical remission for 2% 
months ; four children given FAA and ACTH showed two complete 
clinical and hematological remissions for eight months and twelve 
months, while two had hematological response only; one child on 
ACTH, FAA, and cortisone experienced a complete remission; five 
children on FAA and cortisone registered three complete and two 
partial responses ; one case on cortisone alone had a complete remis- 
sion; two on ACTH plus cortisone had partial responses, and one 
on cortisone, FAA, and 6-MP had partial remission. Previousiv 
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(29), the author had concluded that the association of FAA and 
ACTH had advantages over the use of either agent alone. 

DeOliveira (10) reported survivals averaged eight months and 
two days for 15 cases of acute leukemia which were administered a 
combination of FAA and 6-MP, while survivals on FAA and cor- 
ticosteroids averaged only three months and two days in eight patients, 
and one month and two days in nine cases on supportive therapy 
only. Bruton and Price (5) administered aminopterin alone to seven 
children, and noted three clinical and two hematological remissions to 
68 weeks; combination ACTH, cortisone, and aminopterin therapy 
resulted in four clinical and three hematological remissions to 36 
weeks in six children. Louis et al. (26) produced four remissions to 
35 weeks in five children who received aminopterin plus steroids ; in 
two adults and three children on steroid therapy only, they recorded 
no effect in the adults, but all three children had complete remissions 
to 36 weeks. Olmer and Mongin (35) used large doses of cortisone 
with aminopterin and transfusions in two adults and three children, 
and they observed that one adult and all three children had fair 
responses ; the large doses of cortisone changed three cases of chronic 
myelocytic leukemia to the acute form. Marie et al. (31) concluded 
that the combin:tion of FAA and cortisone induced good results in 
four children with acute leukemia. Marmont and Fusco (32) found 
that three of four patients with acute myelocytic leukemia responded 
to FAA only, and that one of two cases receiving FAA plus 
ACTH /cortisone had a remission; also, they noted some response in 
one case of acute monocytic leukemia which received FAA plus 
cortisone. 

A number of other investigators have employed different com- 
binations of antifolics and corticosteroids in the management of one 
or two patients with acute leukemia. Boza Sariol (4) reported partial 
remissions to six months in two patients who were administered FAA 
and cortisone. Chaptal et al. released two studies in 1958 on the 
treatment of leukoblastosis in children: in one (7), they recorded the 
the response of two patients to adrenal steroid and aminopterin as 
complete remissions for two and three months and, in the other (8), 
cortisone and aminopterin gave a complete remission in one of two 
cases for two months. Dreyfus (11) found that this same combina- 
tion induced partial remissions in two patients. Kolbl and Rosenkranz 
(23) described improvement in two children with acute stem-cell 
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leukemia who were treated with aminopterin and ACTH. Mayall 
(33) recorded a 4% year remission in a patient given FAA and 
ACTH /cortisone, and he described another patient who is alive after 
five years and two months on transfusions, aminopterin, and cortisone. 
Mickle et al. (34) noted a four weeks’ remission in a child with acute 
lymphocytic leukemia who received cortisone plus aminopterin, and 
response of five months in another with acute myelocytic leukemia 
who was given aminopterin plus ACTH; they observed no improve- 
ment in a child with acute lymphoid leukemia on ACTH alone, or in 
two children with acute myeloid leukemia after aminopterin therapy 
only. Fischer (14) noted a complete remission in a child with acute 
lymphatic leukemia following the administration of the combination 
cortisone, prednisone, metcortelone, and methotrexate, while another 
child had only a clinical remission on prednisone, cortone, and 
methotrexate. In a case of mongolism with subacute granuloxytic 
leukemia, Davis and Korst (15) observed no response to a combina- 
tion of methotrexate plus methylprednisolone. Goidsenhoven and 
Broekaert (16) secured a complete remission for two months in a 
child with cortisone, and maintained on aminopterin and _ penicillin. 
Palitzsch (36) noted a good remission in a child with acute leukemia, 
following the use of FAA plus cortisone. 

Several studies on the control of acute leukemia by means of 
folic acid antagonists and corticosteroids fail to record sufficient data 
on the number of patients treated and/or the number responding to 
permit a quantitative evaluation of the results. Gurling (17) re- 
ported 66 per cent significant clinical and hematological remissions in 
50 children treated with various antimetabolites such as aminopterin, 
6-MP, thioguanine, and ACTH /cortisone; the average length of 
remission in 33 cases was 15.4 weeks, and second remissions were 
obtained in 13 children for 14 weeks’ average. Sansone (42) ob- 
served good responses in 24 children treated with aminopterin and 
ACTH or cortisone but he described neurological symptoms in two 
cases. Kho Lien-Keng (22) noted an average survival of 11.5 
weeks in 22 untreated cases of acute leukemia in children; seven 
administered aminopterin survived 25.0 weeks, and 13 who received 
both aminopterin and steroid hormones survived 35.3 weeks. Hoshino 
ct al. (18) employed different combinations of antimetabolites and 
steroids in the therapy of 19 adults and 16 children with acute leu- 
kemia: they reported both clinical and hematological remissions in 
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15 cases on A-cortisone plus FAA, or this same hormone plus 6-MP. 
Keibl (20) found some response in patients administered combina- 
tion therapy with ACTH plus aminopterin or urethan. Maggi et al. 
(27) caused brief responses in four children with ACTH plus ameth- 
opterin or 6-MP;; five of nine on aminopterin alone had remissions of 
one to two months; three of four on cortisone alone had responses 
lasting one to three months, and one of five on ACTH alone had a 
remission of 21% months. Pierce (37, 38) tabulated the average 
duration of remissions in children with acute leukemia under different 
combinations of antimetabolites and steroids as follows: 25 children 
on FAA alone had remissions of 25 weeks; 15 on ACTH alone 
averaged 14.6 weeks; 43 on ACTH plus FAA averaged 32.5 weeks, 
and 19 on ACTH plus 6-MP averaged 39 weeks. Rice (39) recorded 
the following data on 26 children with acute leukemia: he found that 
untreated cases survived only 1.8 months; FAA doubled the length 
of survival, and, when cortisone was added, the duration of life was 
trebled ; he observed scarring of the liver in post mortem examination 
in patients given antifolics. Sarrouy and Cabannes (43) judged the 
combination of cortisone and FAA to be no better than the therapy 
with either agent alone in the management of 21 patients with acute 


leukemia ; all responses were brief, with one only lasting 17 months. 
Tuuteri et al. (44) employed combinations of FAA or 6-MP and 
cortisone to secure six months survivals in 50 per cent of 47 children, 
with 10 per cent extending to 17 months. Burgstedt (6) described 
some remission and increased survival in children with acute leukemia 
who received the combination therapy of aminopterin and ACTH. 


Conclusions 


A review of two score published clinical reports on the manage- 
ment of patients with acute leukemia through combination chemo- 
therapy with folic acid antagonists and corticosteroids yields some 
evidence of a synergistic effect. In reports which give sufficient data 
on both the number of patients treated and the number registering 
complete or partial remissions, tabulations show a higher remission 
rate than that found by the action of either of the agents alone. A 
majority of the studies on the length of survival favor the combination 
of the drugs, and few investigators warn of increased toxicity from 
combination chemotherapy. 
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SELECTED ABSTRACTS 


A Study of the Stability of Atropine Injections. Lu. F. C., 
and Hummel, B.C. W. J. Pharm. Pharmacol. 12:698 (1960). Since 
injection solutions of atropine are frequently stored for use as anti- 
dotes in accidental poisonings from certain pesticides, the stability of 
these solutions is of considerable interest. 

The authors tested five batches of atropine tartrate solution and 
two batches of atropine sulfate solution. The atropine tartrate solu- 
tion contained 2 mg. per ml. in terms of atropine sulfate and 2.4 per 
cent glycerin and 0.4 per cent phenol. The atropine sulfate solution 
contained, in each ml., 0.3 mg. of atropine sulfate, 2.177 mg. of sodium 
acetate, and 0.48 mg. of acetic acid. The pH of all samples was about 
4.5. In addition, a solution of atropine sulfate was prepared and par- 
tially hydrolyzed, after which the pH was adjusted and fresh atropine 
sulfate was added to compensate for the hydrolyzed portion of the 
original solution. This solution was then tested for its physiologic 
and toxicologic properties. 

The solutions were assayed on the isolated guinea pig ileum for 
their spasmolytic activity and the lethal effect. The solutions were 
also assayed spectrophotometrically. No significant differences were 
obtained in the results from the two methods of assay. 

The authors found that a solution which was two years old had 
lost about 14 per cent of its activity. There was a gradual decrease in 
activity with age. However, a solution that was 6 years old had lost 
only about 26 per cent of its activity. The evaluation of the hydrolysis 
products of atropine showed that there was a slight increase in the 
lethal activity of old solutions of atropine. This was not considered 
to be sufficient, however, to be of concern. 

The authors concluded that, although hydrolysis of atropine sul- 
fate solutions does occur, the use of a 5-year-old solution would require 
the administration of only a slightly larger dose to obtain the same 
effect. 
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Long Term Therapy of Chronic Myelocytic Leukemia With 
Busulfan. Haut, A., Abbott, W. S., Wintrobe, M. M., and Cart- 
wright, G. E. Blood 17:1 (1961). Long term, intermittent therapy 
of chronic myelocytic leukemia with Busulfan was given to 30 un- 
selected patients. In most cases, 4 to 6 mg. of drug were given orally 
as a single dose each morning until the leukocyte count fell to 10,000 
per cu. mm. or less. Treatment was then interrupted until the leuko- 
cyte count rose to 50,000 per cu. mm. or more. The duration of 
remission after the first course of Busulfan ranged from about 30 days 
to 779 days. Remissions were longest when the leukocyte values were 
10,000 per cu. mm. or less when therapy was discontinued. Among 
such patients, remissions of six months’ duration or longer were ob- 
tained in 85 per cent after the initial course of Busulfan but in only 
19 per cent after the fifth or later courses. Response to repeated 
courses of Busulfan was usually as satisfactory as during the first 
course. 

Partial resistance to Busulfan was seen in some cases after mul- 
tiple courses of treatment. Complete resistance occurred in 15 patients 
upon development of the acute, myeloblastic phase of the disease. 
When Busulfan failed, 6-mercaptopurine and colcemide were tem- 
porarily of value but x-ray was not beneficial. 

The authors stated that, if anemia were not relieved, or a large 
spleen were not reduced 50 per cent in size following a course of 
therapy, the prognosis was poor and the acute phase was imminent. 
When thrombocytopenia appeared in a previously treated patient or 
when it occurred in a patient with 3 or more years of known disease, 
it usually presaged the development of the terminal acute phase. 
However, thrombocytopenia in early, untreated cases was not neces- 
sarily a bad sign. 

The authors concluded that intermittent treatment over a long 
period with Busulfan definitely decreased morbidity and that longevity 
(median 42 months) was greater than with untreated cases. Lon- 
gevity was at least as great as that achieved by treatment with radio- 
active phosphorus and x-ray. They stated that repeated courses of 
Busulfan offer an effective and practical palliative form of therapy for 
chronic myelocytic leukemia, up until the time that the terminal acute 
myeloblastic phase appears. 
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BOOK NOTICES AND REVIEWS 


Synthesis and Organization in the Bacterial Cell. [*. F. Gale. 
vii + 110 pp. John Wiley & Sons, Inc., New York; Chap- 
man & Hall, Ltd., London, 1959. Price: $3.50. 


This is the third in the series of Ciba Lectures in Microbial Bio- 
chemistry. The material in this book formed the basis of three lectures 
given at the Institute of Microbiology, Rutgers, the State University 
of New Jersey, on March 18-20, 1959. The theme is biosynthesis, 
with emphasis on the synthesis of proteins and nucleic acids. 


The Pharmaceutical Society of Great Britain—Calendar, 1960- 
1961. 17 Bloomsbury Square, London, W. C. 1. Price: 20s. 


The calendar provides the latest information of the Pharmaceu- 
tical Society and its various branches, activities, and publications. 
Also included are the latest statutes and regulations of pharmacy, 
poisons, and dangerous drugs in force in Great Britain. 


Organic Syntheses, Volume 40. Meivin Newman, Editor. vii + 
114 pp. John Wiley and Sons, Inc., New York, New York, 
1960. Price: $4.00. 


The span of forty volumes attests to the lasting utility of the 
Organic Syntheses series. Volume 40, continuing in the established 
format of its predecessors, contains the usual tested procedures for 
the preparation of 39 organic compounds, many of which are inter- 
esting pharmaceutical intermediates. The index is for this volume 
alone, since Volume 39 and the preceding Collective Volumes contain 
the accumulative indices. 

Two warning inserts, pertaining to the sythesis of ethyl azodi- 
carboxylate and diazomethane, are supplied for inclusion in previous 
volumes. 

All laboratories and libraries of organic chemistry should make 
space on their shelves for the current volume of this well-known series. 


A. R. GENNARO 
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Biochemical Preparations, Volume 8. Alton Meister, Editor-in- 
Chief. ix + 146 pp. John Wiley and Sons, Ine., New York, 
New York, 1961. Price: $6.25. 

The now annual editions of this publication, associated with the 
increase in the number of preparations therein, is an indication of the 
establishment of this series as an adjunct to the science of biochemistry. 

Included are thirty-four tested preparations of biochemical inter- 
est, such as amino acids (some C' tagged), peptides, enzymes, and 
cellulose derivatives. Compounds of a biochemical nature which have 
appeared in Organic Syntheses through Volume 40 are indexed. A 
cumulative index for this and the preceding volumes of this series is 
also incorporated. 

Two correction insert sheets for the preparation of FAD and 
DL-Tryptophan-7a-C™ are included. 

This volume is certain to find a niche on the bookshelves of any 
practicing biochemist. 

A. R. GENNARO 


American Drug Index, 1961. Charles O. Wilson and Tony 
Everett Jones. 712 pp. J. B. Lippincott Company, Phila- 


delphia and Montreal, 1960. Price: $5.75. 


The American Drug Index has been prepared for the identification 


and correlation of the many pharmaceuticals available. The informa- 
tion given is in accord with the latest editions of the U. S. P. XVI, 
N. F. XI, N. N. D. 1960, and A. D. R. 1960. The organization of the 
index is fundamentally alphabetical with extensive cross indexing. 
The cross indexing feature permits the finding of drugs or drug com- 
binations when only one major ingredient is known. 


son. N-P Publications, 850 Hansen Way, Palo Alto, Cali- 
fornia, C. 1957, 1960. Price: $3.50. 


Laboratory Manual of Medical Microbiology. Janet B. Gunni- 


This manual is designed as a guide to laboratory works in micro- 
biology for students of medicine, dentistry, dental hygiene, and phar- 
macy, written to serve a specific need in the author’s own classes in 
the School of Medicine at the University of California, San Francisco. 
The work is arranged by subject, dealing with the various kinds of 
microorganisms in the environment and in the healthy body. 
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THE PHARMACIST 


WHO SAW HIMSELF AS OTHERS 


He looked (and was) professional; he was a pharmacist. 

But while storing the stock from his “deals” in the cellar, he noticed 
he was reflected as a warehouseman. 

When his suppliers’ invoices started rolling in, he looked again; now 
he was an accountant. 

Soon all of his capital was tied up in inventory. He peeked once more, 
and this time he looked like a banker. 

Then one day he realized that his customers liked him as a pharmacist; 
they just didn't care about his other images. 


Moral 


The Lilly policy of wholesale distribution helps put the drug busi- 
ness into proper perspective. It provides a network of service 
wholesalers who are well equipped to assume the responsibilities 
of large inventories. Thus, the pharmacist can devote his talents 
to the practice of pharmacy. 

If you see yourself as a professional pharmacist rather than as 
warehouseman, accountant, and banker, clarify your image by 
routing your orders through one of the 300 Lilly service whole- 
salers who serve the nation's pharmacists. 
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put 
YOURSELF 
in the 

Upjohn 


picture... 


The scientists who search for new 
drugs . . . the chemists who syn- 
thesize new compounds . . . the 
pharmacists who design and pre- 
pare the dosage forms . . . the 
clinicians who show that new 
agents work where none worked 
before. The results of all their 
efforts—vital new drugs for better 
health—depend for their presenta- 
tion to the medical profession on 
a select handful of men. To phy- 
sicians these professional repre- 
sentatives are The Upjohn Com- 
pany. Physicians turn naturally 
to them to keep up with advances 
in Upjohn therapy. 


The responsibility is great. Such a 
man must be well versed in the 
sciences, with a thorough knowl- 
edge of pharmacology and thera- 
peutics; and he must be able to 
meet members of the medical pro- 
fession on equal terms. It is quite 
possible that your pharmaceutical 
training has equipped you for a 
sales career with Upjohn. If it has, 
then your future is unlimited. If 
you feel you are qualified to be 
trained for one of the most chal- 
lenging careers the pharmaceuti- 
cal field has to offer, write for 
more information to Don Mere- 
dith, The Upjohn Company, Kala- 
mazoo, Michigan. 


Upjohn The Upjohn Company 


Kalamazoo, Michigan 
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American Journal of Pharmacy 


The American Journal of Pharmacy is the oldest continuously pub- 
lished scientific periodical of its kind in America, having been established by 
the Philadelphia College of Pharmacy in 1825. After the original issue there 
were three other preliminary numbers until 1829, when regular publication 
began. [‘rom then until 1852 four issues were published annually, with the 
single exception of 1847, when an additional number appeared. Six issues a 
year were printed from 1853 to 1870, at which time the Journal became a 
monthly publication. 


Former Editors of the Journal have been: Daniel B. Smith, 1825-1828; 
Benjamin Ellis, 1829-1831; Robert E. Griffith, 1831-1836; Joseph Carson, 
1836-1850; William Procter, Jr., 1850-1871; John M. Maisch, 1871-1893; 
Henry Trimble, 1893-1898; Henry Kraemer, 1898-1917; George M. Beringer, 
1917-1921, and Ivor Griffith, 1921-1941. 


Established and maintained as a record of the progress of pharmacy and 
the allied sciences, the Journal's contents and policies are governed by an 
Editor and a Committee on Publications elected by the members of the 
College. 


Manuscripts should be sent to the Editor, who does not assume any re- 
sponsibility in connection with the views or investigations of contributors of 
accepted manuscripts, other than to exercise general care in selection. 


Contributors are allowed a reasonable number of copies of this Journal, 
free of charge, if applied for when the proof is returned. 


Reprints, if desired, should be ordered when the proof is returned. 
The table below shows the approximate cost of reprints, the make-up of the 
pages to be identically the same as in the Journal. The actual cost may 
vary from the figures given, and will depend upon the amount of presswork, 
paper, binding, and other factors. Reprints containing half-tones may be 
expected to cost somewhat more than the rates given. 


2 pp. 4 pp. ” 16 pp. Covers WITH TITLES 
50 copies..... $ 4.50 $10.00 : $27.50 50 copies..... $ 7.50 
100“ 7.50 13.75 ; 40.00 
250 10.00 17.50 53.75 
15.00 25.00 68.75 
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Don’t blindfold him! 


HE AWESOME-looking instrument 
in the picture above is an electron 
microscope. Through it, a cancer re- 
searcher can observe the detail of a 
cancer cell—magnified 100,000 times. 

The microscope costs $35,000 
and was paid for by American 
Cancer Society funds — which 
support 1300 scientists, all 
working to find the cause of 
cancer, and its prevention. 

Don’t blindfold cancer re- 
search. Give to it. Send your con- 
tribution to CANCER, c/o your 
local post office. 

AMERICAN CANCER SOCIETY 
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